Objective. To evaluate the impact of the Integrated Pain Team (IPT)-an interdisciplinary chronic pain care intervention embedded in primary care at a large Veterans Affairs health care system. Outcomes evaluated included IPT's impact on the perceived effectiveness of chronic pain care; provider self-confidence; and primary care team satisfaction, stress, and burnout.
Introduction
In the United States, almost a third of adults suffer from chronic pain [1] or pain that persists after any tissue damage has healed [2] . Military veterans struggle with chronic pain at even higher rates due to war-related injuries and mental health challenges that can exacerbate pain [3] [4] [5] . Chronic pain can significantly impact their overall health and quality of life; it can diminish their ability to function, to sleep, and to find enjoyment in life [6] .
Today, many Americans, including veterans, rely on opioid medication for pain management. Throughout the United States, the use of opioid medications increased by 1,448% between 1996 and 2011 [7] . This is concerning because opioids have shown limited long-term effectiveness in treating chronic pain, have multiple side effects, and have been shown to decrease quality of life and functioning [8] [9] [10] [11] . There is also potential for addiction and overdose. The United States has seen a 200% increase in opioid-related deaths since 2000 [12] , and more than 15,000 Americans died from prescription opioid overdoses in 2015 alone [13] . The medical community has responded with attempts to rein in the use of opioids for chronic pain management [14] , leaving many patients who have relied on them in need of effective alternatives.
Patients with chronic pain, including veterans, are often dissatisfied with their pain care and frustrated in their relationships with pain care providers [15] [16] [17] [18] [19] [20] . Many describe communication gaps or power struggles in their relationships with providers, often centered on disagreements over appropriate treatment for their pain. Providers, for their part, are also frustrated. Responsible for most chronic pain care [21, 22] , primary care physicians experience job stress and burnout at high rates [23] [24] [25] , and studies suggest that pain care generates some of the most difficult patient-provider relationships [26] [27] [28] . For these reasons, finding more effective, safe, and sustainable approaches to chronic pain care is of vital importance to the health of patients and to the health of our primary care system.
There is a growing awareness, in particular, of the need for a more integrated, biopsychosocial approach to pain care [22, 29] . This stems from the recognition that pain is a complex mind-body condition, associated with depression, anxiety, and other psychological, behavioral, and social factors [29] [30] [31] . Research suggests that multimodal and integrated pain care that incorporates exercise, physical therapy, behavioral health care, social supports, and self-care techniques can be as effective or more effective than medication-based therapies in treating chronic pain [2, 22] . The integration of such services into primary care could help more patients access safe, effective, multimodal pain treatment, and might thereby impact both patient and provider satisfaction.
A few recent studies have described the impact of integrated, interdisciplinary interventions on chronic pain care within primary care settings [32] [33] [34] . Preliminary findings suggest that referring patients to an interdisciplinary team of pain specialists for assessment and pain care planning may reduce opioid misuse, increase utilization of specialty pain services like addiction treatment, and improve provider and patient satisfaction [33, 34] .
Educating primary care providers about biopsychosocial pain care and providing tools and templates to support chronic pain care may also decrease high-dose opioid prescribing, increase utilization of opioid treatment agreements and urine drug testing, and increase referrals to non-opioid-based care options like physical therapy and chiropractic care [32] . There is, however, a need for more in-depth evaluation of specific integrated, biopsychosocial interventions to support chronic pain patients, as well as an examination of how such interventions can be implemented in primary care settings.
The Intervention
The Integrated Pain Team (IPT) is an interdisciplinary team of pain care providers embedded in primary care at the San Francisco Veterans Affairs Health Care System (SFVAHCS). IPT cares for patients at the urban main campus medical center (primarily in person) and serves veterans receiving care at rural VA clinics (primarily via video-telehealth). The IPT model brings together a pain-trained primary care provider (physician and/or nurse practitioner), psychologist, and pharmacist to see patients as a unified team. The team receives referrals from primary care providers who wish to improve pain management for patients with complex chronic pain, most of whom have evidence of prescription opioid misuse or related medication safety concerns. The primary goals of IPT are: 1) to optimize a pain care plan for each referred patient, 2) to reduce prescription opioid misuse and promote opioid safety, and 3) to facilitate primary care providers' work with patients who have complex chronic pain. To accomplish these goals, the team works closely with both primary care teams and specialty pain and addiction services.
IPT functions by providing direct clinical care, care coordination, and provider education and support. The core clinical services offered by the team include conducting assessments of chronic pain management and opioid risk, educating patients about chronic pain and medication safety (including naloxone kit distribution), adjusting or tapering opioid medications, optimizing nonopioid medications, optimizing nonpharmacological pain management strategies, and providing behavioral therapy through pain management skills groups and one-on-one pain psychology. In addition to providing these clinical services, IPT coordinates other pain specialty care and addiction services for referred patients and offers educational in-services for providers.
IPT's work typically begins when a primary care provider refers a patient to the team. After completing a comprehensive medical record review, the team conducts a 60-minute interdisciplinary intake visit with the patient. During this visit, IPT's medical provider, pharmacist, and mental health clinician (all in the same room at the same time) work together to assess the patient's needs and risk factors. Collaboratively, the IPT team introduces the patient to the concept of pain as a mind-body problem requiring integrated, multimodal pain care. Drawing an
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analogy between the body in pain and a car with four flat tires, the team explains that pain medications (including nonopioid analgesics such as nonsteroidal antiinflammatory drugs, anticonvulsants, antidepressants, and topical agents) may fill one tire, but the car will not function until its other tires are filled. Those tires include physical modalities (e.g., exercise, physical therapy, yoga); behavioral health care (e.g., cognitive and acceptance behavioral therapies, meditation/mindfulness, nutritional counseling); and manual therapies and procedures (e.g., acupuncture, massage, nerve blocks). The team helps patients understand that they have the best chance of improved functioning and quality of life-the primary targets of chronic pain care-when they work to "fill all four tires." Patients are encouraged to take an active role in collaborative multimodal pain care planning with their providers.
During the time that a patient is followed by IPT, the team coordinates all pain medication prescribing and communicates regularly with the patient's core primary care team. IPT ensures that the primary care provider is copied as a cosigner on all intake and discharge notes and remains available for consultation or follow-up discussions with providers (e.g., in-person or by phone). Once a patient's chronic pain management is optimized and stable, IPT discharges the patient back to the primary care team to continue long-term chronic pain management by following and adjusting the patient's pain care plan as appropriate.
There is significant variability in how long patients are followed by the Integrated Pain Team. Discharge criteria include medication stabilization (e.g., tapering completed, safe and sustainable regime established) and introduction of a comprehensive, multimodal pain management plan endorsed by the patient (e.g., all referrals placed and patient confident in his/her capacity for follow-through). The median number of IPT visits per patient is three, but some patients have as few as one visit (often due to self-discharge) or as many as 16 visits. Because the IPT intervention is tailored to the needs of individual patients and because the path to stabilization can be long, the team has followed patients for up to 16 months. More typically, patients remain engaged with IPT for two to three months. At present, IPT enrolls approximately 15-20 new patients per month. In 2016, the team enrolled a total of 233 new patients.
The overarching aim of this quality improvement study was to evaluate the impact of IPT on primary care team perceptions and experiences and to identify opportunities for improvement in preparation for further IPT implementation and dissemination.
Methodology

Setting
The present study evaluated the implementation of IPT within a large public VA health care system serving over 40,000 US military veterans. Participating campuses included the main urban VA medical center campus; two small, urban outpatient campuses; and three small, rural outpatient campuses. When the study commenced (October 2015), IPT was fully implemented in three primary care clinics; by the completion of data collection, IPT had reached eight of the nine primary care clinics in the health care system (September 2016).
Design
To evaluate the impact of the IPT intervention, we conducted a mixed-methods quality improvement study designed to assess IPT's impact across three domains: 1) perceived effectiveness of chronic pain care; 2) providers' confidence and skill in providing chronic pain care; and 3) satisfaction, stress, and burnout for providers and other team members. For the qualitative portion of the study, we conducted interviews with primary care providers, other primary care team members, organizational stakeholders, and IPT clinicians; for the quantitative portion of the study, we administered a supplemental survey for primary care providers. We chose this mixed-methods design because combining qualitative and quantitative data can allow for a more robust analysis than either offers on its own, adding contextualizing information to produce a more comprehensive assessment of IPT's impact [35] . Our supplemental provider survey also allowed us to solicit feedback from a larger segment of the primary care provider population and to thereby gain a broader sense of IPT's impact on provider perceptions and experiences.
The concurrence of our mixed-methods study and the gradual IPT roll-out was also part of our qualityimprovement study design. This timing enabled us to compare the experiences of providers who had worked with IPT to the experiences of those who had not yet worked with IPT, and to invite providers to reflect on their recent experience pre-and post-IPT implementation. It also enabled the study team to share interim feedback with the IPT during the implementation phase, with the goal of improving the team's effectiveness and responsiveness to providers' and patients' needs.
Measures
For the qualitative portion of the study, we developed a semistructured interview instrument designed to elicit interviewees' perspectives on the perceived effectiveness of the chronic pain care provided to their patients; their own job satisfaction, stress level, and burnout; their confidence in and comfort with providing chronic pain care; and whether and how the implementation of the IPT affected each of these. Additional questions solicited feedback on what is and is not working well with IPT and suggestions on how to improve IPT. Survey, created to measure the effectiveness of a similar interdisciplinary pain clinic; 2) a short set of original questions designed to elicit provider confidence in and satisfaction with chronic pain care and the IPT; 3) a validated, one-item burnout measure highly correlated with the Maslach Burnout Inventory [36] ; and 4) basic demographic questions related to work location, job title, status, and tenure.
Participants
Our qualitative interviews targeted four populations: 1) primary care providers, 2) other primary care team members, 3) key organizational stakeholders/leaders, and 4) IPT providers. Participants were recruited through an email invitation, sent to all current primary care providers (N ¼ 135); all nurses, medical support assistants, and ancillary clinical staff on teams that had referred patients to IPT (N ¼ 94); organizational stakeholders familiar with IPT (e.g., primary care chiefs and Pain Committee members, N ¼ 20); and all members of the Integrated Pain Team (N ¼ 7). A total of 61 participants responded to the invitation and completed interviews. Interview participant characteristics are described in Table 1 .
At the time of recruitment, all primary care providers were also invited to complete a Provider Pain Care Survey by clicking a survey link embedded in the provider recruitment email. Of the 135 primary care providers invited to participate, 65 completed our survey (an adequate response rate of 48%). Surveyed providers were reasonably representative of the primary care provider population, but were somewhat more likely to work in rural clinics (20% vs 9% rural, respectively), to be nurse practitioners (28% vs 18%), and to be permanent staff (60% vs 45%) who had worked at VA for at least five years (38% vs 25%). This suggests a lower response rate among residents and trainees. Additional information on the survey participants appears in Table 2 .
Procedures
Interviews were conducted either in person or over the telephone, accommodating participant preference. Question wording was adjusted slightly depending on whether the interviewee was a primary care provider, another primary care team member, an organizational stakeholder, or an IPT provider. Interview times varied, but the provider and stakeholder interviews took approximately 30-45 minutes each, and interviews for other primary care staff took approximately 20-30 minutes each. All interviews were audio-recorded for data analysis.
Provider surveys were administered through Qualtricsan online platform for the development and administration of surveys. Survey completion took 5-10 minutes.
Analytic Strategy
Our qualitative data analysis strategy was developed specifically for rapid health services research [37] . Prior to conducting any interviews, we used our interview guide to develop an analytic matrix template, organized by topical area. Guided by the audio-recordings, we completed a matrix for each individual interview. Matrix completion entailed summarizing the unique, substantive participant observations made during the interview for each topical area (ranging from a single sentence to a paragraph), and transcribing time-stamped participant quotations illustrating each summary. Three trained qualitative analysts, authors NP, KZ, and MD, completed the analysis matrices. To ensure reliability, at least two analysts completed a matrix for each individual interview and compared their findings for consistency. Any differences were discussed and resolved by reconsulting the audio-recordings and arriving at a consensus during weekly team meetings.
After an initial matrix was completed for each interview, a combined master matrix was created for each interview population. All identified observations and illustrative quotations were compiled into this master matrix. The master matrix was then condensed by lead author NP, who identified and organized recurring themes and prepared a description of each. As a validity check, authors MD and KZ also reviewed the condensed matrix to confirm that all central themes had been identified and to ensure consensus around the description of each theme.
Guided by the values of inclusivity and comprehensiveness, our qualitative analysis process was designed to include and reflect the full range of experiences described by the study's participants to the extent possible, to recognize and incorporate diverse and dissenting voices, and to adhere as closely as possible to the language and expressed perspectives of the participants.
Quantitative survey data analysis was completed in Stata 14.0. Across all measures, we employed basic descriptive statistics (frequencies) and compared the experiences of providers who had worked with IPT to those of providers who had not yet worked with IPT. To facilitate comparisons during analysis, we collapsed the Likert scale questions into dichotomous variables: strongly agree or agree vs strongly disagree, disagree, or neither.
Results
The interview and supplemental survey results are organized to show IPT's impact across three domains: 1) perceived effectiveness of chronic pain care; 2) providers' confidence and skill in providing chronic pain care; and 3) satisfaction, stress, and burnout for primary care providers and teams. Table 3 summarizes the  qualitative interview findings, and Tables 4 and 5 present the quantitative provider survey findings.
The Perceived Effectiveness of Chronic Pain Care
All interviewed providers and stakeholders were asked for their opinions about the overall effectiveness of the chronic pain care available to their patients. Regardless of their utilization of IPT, most interviewees felt that their VA facility offers high-quality pain care, and many praised the array of resources available to their patients, including pain specialty care services, mental health care, substance abuse treatment, acupuncture, chiropractic care, and physical therapy. Most, however, felt that access to these resources was limited and often challenging, especially for patients in rural areas who must travel to the urban main campus for some specialty care. Providers also cited difficulty in navigating the range of pain resources available to patients, with many acknowledging that they are not sure which referrals are best for which patients. In the words of one provider, "I found myself stuck with, where do I even start?"
Interviewed providers who utilized IPT were similar to those who did not in their assessment of the overall effectiveness chronic pain care at their institution. However, those who had referred patients to IPT generally felt that the referral had improved chronic pain care for those patients. During the interviews, providers used phrases like "vital service" and "excellent care" to describe IPT's work. They highlighted several ways that IPT is improving chronic pain care, including providing patients with comprehensive, evidence-based pain treatment and ensuring that patients are aware of the array of treatment options available to them. Providers also praised IPT for educating patients about pain management and communicating the risks associated with long-term opioid use for chronic pain.
Multiple interviewed providers noted that IPT improves overall patient care by allowing them to spend time addressing medical concerns other than chronic pain. One primary care provider (PCP) described this impact at length:
For me, it's a huge help, and a huge relief when I can have a patient who I think needs it accepted to that clinic (IPT). . . . [I] reference the fact that they're being seen by pain experts, and that really frees me up to talk about other important aspects of their health as well. It means that my visit is not totally dominated by pain, as much as it is often when I'm the only provider dealing with their pain.
In addition to providers, other members of the primary care team agreed that IPT had a positive impact on chronic pain care for referred patients. Nurses, for example, felt that IPT was effective in increasing referred patients' knowledge about pain, pain medications, and alternative treatments. Primary care staff reported that, for some patients, IPT fostered greater openness to engaging with mental health care and trying nonpharmacological approaches to pain management such as physical therapy, acupuncture, and exercise. Finally, several providers emphasized that a key component of IPT's effectiveness is the team's commitment to taking over responsibility for opioid prescribing and opioid tapers for referred patients until stabilization. • Some feel it is outside primary care scope of practice.
• IPT reassures primary care providers that referred patients are receiving appropriate chronic pain care.
• IPT reinforces providers' efforts at education and limitsetting for chronic pain patients, especially patients taking opioids.
• Because the patients referred to IPT were often the most challenging, providers appreciated that IPT would handle both prescribing and pain care coordination while following the patient. One stakeholder explained, This model of care has really worked quite well-to unload the primary care providers from the most time-consuming cases and then to provide those most challenging patients with comprehensive care and closer follow-up in ways that are not possible in the primary care clinic.
Although most providers and stakeholders felt that IPT was an effective chronic pain care intervention, several suggested that IPT did not go far enough. For instance, some felt that chronic pain patients should be referred to a team that would manage their primary care entirely-not only their pain care. Some also felt that referred patients should be managed by IPT on an ongoing basis rather than referring them back to primary care after stabilization. Several found it frustrating when IPT shared recommendations for patients without directly implementing those recommendations themselves. "I just don't find it useful," asserted one interviewee. On the whole, however, interviewed providers, other members of the primary care team, and key stakeholders overwhelmingly agreed that that IPT provides effective pain care to patients and performs an important function in primary care pain management.
Our survey of providers, however, showed few differences in how IPT-utilizing providers and other providers rated chronic pain care for their panel of patients. Across all surveyed providers, only 32% agreed or strongly agreed that their "patients are receiving the best possible care for their chronic pain," and only 23% • Stress also stems from time constraints within short appointment slots.
• IPT relieves some of the burden of chronic pain care by assuming responsibility for difficult conversations about opioids.
• IPT relieves some workload concerns by allowing providers to spend appointment time focusing on medical concerns other than chronic pain.
• IPT relieves some stress by reinforcing opioid-related education and limitsetting.
• Many RNs and MSAs feel that working with chronic pain patients is a source of frustration and burnout.
• Some report that patients taking opioids occupy a great deal of their time at work (repeated phone calls, constant refill requests).
• Many feel like the target of dissatisfied chronic pain patients' anger; many experience verbal aggression, abuse, or threats.
• Many RNs and MSAs report experiencing relief after their patients are referred to IPT.
• IPT seems to reduce the overall volume of contacts about opioids among referred patients.
• IPT reduces emotional or angry contacts and complaints from referred patients.
• IPT provides an outlet for patient concerns or questions related to opioids.
IPT ¼ Integrated Pain Team; VA ¼ Department of Veterans Affairs. of surveyed providers agreed that their "chronic pain patients are generally satisfied with their care." Surveyed providers who used IPT were no more likely than other providers to agree that their chronic pain patients were satisfied or were receiving the best possible care. However, a significant majority (77%) of surveyed IPTutilizing providers agreed that "the IPT has a positive impact on the primary care practice." Further, 68% agreed that they "can spend more time with the patient's other medical problems when they are being following by the IPT clinic." A minority of IPT-utilizing providers agreed that IPT had reduced patient complaints (21%) and patient walk-in volume (28%) related to pain.
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Providers' Confidence in and Comfort with Providing Chronic Pain Care
Regardless of their utilization of IPT, many interviewed providers expressed a lack of confidence in their own capacity to adequately treat pain. Several observed that chronic pain treatment is complex and ambiguous, noting that there is no clear formula for success. They described rapidly changing best practices and conflicting guidelines, particularly with regard to opioid prescribing. Noted one provider, "Your work seems much harder when you're working with a chronic pain patient because things aren't as clear. . .. There's no sort of a clear algorithm to follow." Providers often lost confidence in their ability to treat pain after their patients reported a lack of improvement in symptoms. As one PCP explained, chronic pain "doesn't feel like something you can ever really resolve. It just never goes away." Some providers also felt unprepared for difficult conversations and "interpersonal negotiating" with patients around pain medications. A few felt that chronic pain care was outside of their scope of practice altogether and should always be referred to specialists.
Although interviewed providers who had worked with IPT described challenges similar to those who had not, some reported that IPT helped them become more confident in talking with patients about care options and potential concerns. Multiple providers said that that they relied on the IPT to supplement or confirm their own judgments regarding pain care treatment. As one provider observed, "There isn't really a formulaic, black-and-white answer for some of these cases, so it's nice to have that kind of second opinion. . .. It's nice to know that, you know, other providers with expertise agree with it."
Providers found it especially helpful to have IPT's input in opioid management, where there is potential conflict between patient preferences and patient safety. As one clinic leader explained:
Providers just need a kind of check. . .. Is this regimen safe or is it not safe? And a lot of times providers know when it's not safe that it's good to have that documented from another team or a pain expert when you're kind of making difficult decisions with a patient about therapies, medication regimens. You don't feel so alone. Notably, our supplemental provider survey showed some differences in utilization of best practices and in provider self-confidence between providers who worked with IPT with those who did not. Across all survey questions about best practices in opioid management, those who used IPT were more likely than others to report that they followed the recommended practice most of the time or always. For example, 87% of providers who utilized IPT reported that they routinely complete an opioid agreement when prescribing opioids for chronic pain, compared with 67% of providers who do not utilize IPT. Also, 89% of providers who utilized IPT reported that they routinely order urine drug screens when indicated, compared with 72% of providers who did not utilize IPT. Providers who used IPT, however, were no more likely than other providers to agree that they feel well prepared to work with chronic pain patients (40% vs 44%, respectively). Only 43% of providers who used IPT reported that they were able to offer effective treatment to their chronic pain patients, compared with 67% of other providers. A substantial minority (43%) of the surveyed providers who used IPT did, however, agree that "the IPT has helped me feel comfortable in managing chronic pain."
Satisfaction, Stress, and Burnout for Primary Care Providers and Teams
During the interviews, most providers described their work with chronic pain patients as challenging and stressful. Many described feeling frustration, exhaustion, fear, and even dread. As one provider put it, chronic pain care "brings up some of the most stressful and least satisfying encounters with patients." Providers' stress stemmed primarily from perceived conflicts between the patient's expectations for pain management and the provider's sense of what is safe or appropriate chronic pain care. Most agreed that the most difficult encounters are those in which the patient arrives with a clear "agenda" to obtain narcotic pain medications, and he or she is unwilling to try nonpharmacological options: "The power dynamic feels very amplified with those patients because they want something I can give them. . .. I'm withholding this thing that they think they need." Providers felt that, in general, patients' emotions tend to run high when it comes to discussions about pain and opioids, and it is not uncommon for dissatisfied patients to express anger and hostility toward their care team:
I can think of many instances where, despite what I consider my best efforts, the appointment ends in a very kind of negative way, with the patient storming out or yelling or berating me and the system for not being able to provide the medication that they feel like they need.
Interviewees affirmed that challenging chronic pain patients may be few in number, but they can be the patients who impact their experience the most.
Many interviewed providers described their work with chronic pain patients as an additional stressor in an already stressful context, sometimes acknowledging that their own burnout could amplify the stress of tense encounters related to pain management. Several described feeling stressed and overworked in general and said that they found it hard to give chronic pain care the investment of time and attention that it requires. "It's just all so time-consuming," vented one provider. Several interviewees said that they spent a disproportionate amount of time managing chronic pain, "often at the expense of other things," especially proactive and preventative care.
Other members of the primary care team, including nurses and medical support assistants, also experienced chronic pain care as a significant challenge and a source of frustration and burnout. "An everyday occurrence and the least satisfying part of my experience at the VA," observed one RN, "is dealing with pain medication and addiction." Frontline staff described regular, time-consuming phone calls from the same patients, constant requests for updates about their opioid medications, and accusations that their opioids are being withheld. RNs and MSAs often felt like the target of patients' anger and frustration about medications. Many reported experiences of patients shouting, storming out, or being verbally abusive-for example, "very aggressive" and "very resistant." RNs often felt caught in the middle and powerless when it came to patient complaints about pain medications. "It's a nightmare sometimes," confided one nurse.
Both providers and other primary care staff reported experiencing some relief when their patients were referred to IPT. For many providers, IPT removed some of the burden of having difficult conversations about opioids with patients. IPT was also helpful in reinforcing providers' efforts at patient education and limit-setting related to pain medications:
It's good for the patient. . .to know it's not just the primary care provider who's uncomfortable prescribing this amount of opiates, for example, or it's not just their style. . .. You know, a pain specialist is also concerned about the risks.
When IPT takes over responsibility for opioid prescribing, it simultaneously takes away the power struggle between patients and providers who disagree about opioid prescriptions. "It kind of relieves the burdens," observed a pain pharmacist, "and they [PCPs] feel like they can address the other issues going on with the patient." As one senior physician affirmed:
When I refer patients to the Pain Clinic, it's more for me than it is for them. . . . [Chronic pain care] is one of the biggest issues that come up for most providers because it's so psychologically fraughtjust to have that resource there is helpful.
Beyond providers, several other members of the primary care team voiced sentiments of relief and gratitude for IPT and felt "very thankful that the team is here." A seasoned RN, for example, affirmed that the IPT "has made my life easier," and another described his work experience as "10-fold better" after IPT's implementation at his clinic. Multiple nurses and medical support assistants described a reduction in the overall volume of opioid medication renewal requests and contacts, phone calls, and walk-in's related to medication after the implementation of IPT. "We're not seeing the huge walk-in or phone call population any longer," affirmed one nurse. Another elaborated:
Before, those patients who are going [to IPT] now were constantly calling-"I don 0 t have enough pain medications"-you know, they're running out early, or always trying to up it more-"instead of taking four a day, I want to take six, I want to take eight a day"-and now that they're over with them [IPT] , I haven't had those phone calls from the ones that we have going [to IPT clinic] right now.
Some primary care staff also noted an apparent reduction in the frustration, stress, and anxiety of patients referred to IPT, inferred due to fewer emotional or angry contacts and fewer complaints. "Now that those patients are with the pain team, and they have somebody working with them a little closer," explained a rural clinic RN, the degree of patient frustration directed toward nurses "seems a lot better." Primary care staff generally attributed this improvement to the fact that concerns or questions related to opioids can be handed off to IPT:
It [IPT] takes off the load, off of us RNs, and you would say to the patient, the IPT will have to talk to you and evaluate you, so then it definitely helps to have that extra resource, and then they [the patients] back off; they don't become as aggressive.
Although the interviews generated positive feedback about IPT from providers, stakeholders, and primary care staff, our provider survey did not show any notable differences between IPT-utilizing providers and other providers on questions related to stress and burnout. Overall, more than half (51%) of providers agreed that they are "exhausted by [their] work with chronic pain patients," and only 29% agreed that they "generally enjoy [their] work with chronic pain patients." Similar percentages of IPT-utilizing providers and other providers reported experiencing symptoms of burnout and feeling exhausted by their work with chronic pain patients. In contrast to the interview findings, substantially fewer IPT-utilizing providers (55%) than other providers (72%) agreed that they have good therapeutic relationships with their chronic pain patients.
Discussion
This mixed-methods quality improvement study evaluated the impact of the IPT intervention on chronic pain care in a multicampus, primary care setting, with the aim of refining the IPT model for further implementation and dissemination.
Our findings show, above all, that primary care teams perceive a need for integrated, biopsychosocial interventions like IPT to support their work with chronic pain patients. Many providers and other team members believe that caring adequately for patients with chronic pain requires more resources and support than the core primary care team can provide. Providers often lack confidence in their ability to provide the best possible pain care independently, and many feel that they have inadequate time to give patients the attentive care they need. Several interviewed providers observed that time spent on chronic pain care routinely detracts from time spent on proactive and preventative health care. Most felt that chronic pain care adds significant stress and frustration to an already stressful primary care environment. Other primary care team members, such as RNs and medical support assistants, agreed, and many described contacts from dissatisfied chronic pain patients as a significant source of stress.
Our survey and interview findings further suggest that an integrated, multimodal, chronic pain care intervention like IPT can have a positive impact on primary care team experiences and perceptions. Across occupations and clinics, most interview participants believed that IPT improved chronic pain care by providing patients with comprehensive, high-quality pain treatment; educating them about pain management; ensuring that they are aware of the array of treatment options available to them; and communicating the risks associated with opioid usage for chronic pain. The core elements of the IPT model that participants felt were key to its effectiveness included the use of an integrated, interdisciplinary, biopsychosocial approach, and the team's willingness to take over pain medication prescribing for referred patients until the medication regimen was optimized. Participants also praised IPT's attentive follow-up with individual patients, extending far beyond what primary care team members felt equipped to provide themselves.
Our study highlighted several specific ways that working with IPT improved primary care team members' experience at work. Many interviewed providers felt that IPT relieved the burden of having dreaded conversations with patients about pain management. IPT helped reassure them that their patients were getting the best possible care and helped reaffirm boundary-setting for safe opioid prescribing. Providers who used IPT also expressed relief that they could spend more time focusing on otherwise-neglected patient health concerns beyond chronic pain. Other care team members also reported positive experiences after their patients were referred to IPT, citing a perceived reduction in emotionally charged contacts from dissatisfied patients and access to a more reliable resource for patient concerns and questions related to pain care.
It is notable, however, that our quantitative survey identified few differences in the experiences and perceptions of providers who used IPT compared with those who did not. We found that IPT-utilizing providers were somewhat more likely to employ best practices associated with chronic pain care (e.g., the routine completion of pain care agreements with patients), but they were no more confident in their pain care skills or in the quality of their relationships with pain patients. On its face, this finding may appear to contradict the positive provider feedback shared during our qualitative interviews. It is possible, however, that the providers who are the least confident and satisfied in their work with chronic pain patients are those who utilize IPT the most. Our survey data support this conjecture: We found that 43% of IPT-utilizing providers vs 67% of other providers agreed or strongly agreed that they are able to offer effective treatment to their chronic pain patients, and 30% of IPT-utilizing providers vs 39% of other providers felt confident that their patients are receiving the best possible care for their chronic pain. In short, the providers referring patients to IPT may be those who are already feeling the most challenged or the least equipped to provide chronic pain care. Paired with our interview findings, our survey results suggest that these providers may experience relief in referring challenging patients to the team, but they are not necessarily building their own confidence or expanding their competencies when they do so. Many continue to feel ill-equipped to handle their work with chronic pain patients.
This raises a question as to whether and how the IPT model can be modified to better equip primary care providers for their work with chronic pain patients. If IPT provided less direct patient care and offered more provider education and consultation, it might help providers gain more confidence in their work with chronic pain patients, but it would add another demand on providers' already-limited time. IPT could consider directing its resources toward in-person or electronic IPT-PCP consultations about individual patients, shared IPT-PCP visits with patients, or additional IPT-led in-services to enhance provider education. More direct collaboration between IPT and the core primary care team could provide needed support to providers and, at the same time, help them to build their own pain care skills. To further support providers, IPT could also expand its use of video-conference consultations in which providers meet to present challenging chronic pain care cases, ask questions, and receive feedback from their colleagues and IPT pain care experts. (A program of this kind, called "Scan-Echo," is already in place in our health care system and could be expanded.)
It is worth noting, however, that most interviewed providers wanted IPT to "take over" chronic pain care for their patients and allow them to focus their limited time and attention elsewhere. Indeed, what providers appreciated most about IPT was the team's willingness to take over prescribing until stabilization and to manage all pain care for referred patients. Their primary criticism of IPT was that it did not go far enough-for instance, that IPT did not take over referred patients' care altogether or for a longer period of time. This suggests that the services that providers value and desire most may be those that increase their reliance on interventions like IPT without expanding providers' own skillsets-a troubling finding given that chronic pain care remains, fundamentally, the responsibility of primary care teams. This is particularly true in the private sector, which lacks the fully integrated care models that have come to distinguish VA [38] [39] [40] .
A key challenge in designing and refining an intervention like IPT is thus to find the right balance between provider empowerment and supplemental support. In most health care settings, the capacity of ancillary teams like IPT is limited and cannot be a substitute for engaged primary care. Primary care providers and teams need to be equipped and adequately resourced to work effectively with chronic pain patients, to negotiate the difficult conversations that pain care entails, and to coordinate pain care that addresses patient's biological, psychological, and social needs. While it may take an interdisciplinary team to optimize pain care for particularly challenging patients, interventions like IPT need to navigate a careful balance between unburdening providers and equipping them to manage their own chronic pain patients, including those who are discharged from IPT after optimization of their care plan. Our survey and interview findings suggest that, to find this balance, care teams will need additional time, education, and support-perhaps beyond what a team like IPT can provide. Many providers are still a long way from feeling like they have what it takes to do the job, and interventions like IPT can only go so far in addressing this issue, which is tied to underlying concerns about workload demands and time constraints inherent in today's primary care setting.
Nonetheless, by providing integrated, biopsychosocial care for chronic pain patients with complex and challenging care needs, interventions like IPT can make a significant difference in the experience and perceptions of primary care teams. They can do so more effectively if they improve patient access to and awareness of multimodal care options, participate in provider pain care education, and work in close coordination with primary care teams to develop and optimize individualized pain care plans. IPT is not a substitute for comprehensive provider education, or for addressing the underlying structural constraints that make providers feel like they lack the time or energy to provide good pain care. A team like IPT can, however, be an important asset and ally in integrated pain care, and can bring much needed support to the patients and care teams who are struggling most.
Limitations and Directions for Future Research
Our study was limited by its focus on the experiences of primary care team members in one regional VA health care system. The experiences of providers, other team members, and organizational stakeholders within our health care system may or may not be similar to those of staff in other VAs or other health care systems. As interventions like IPT are disseminated more widely, future studies should examine and compare the perspectives of primary care team members across multiple health care systems.
Our study was strengthened through the use of mixed qualitative and quantitative methods. We were able to integrate and compare our interview and survey findings, using each to help interpret, contextualize, and qualify the other. An additional strength of our methodology was the inclusion of viewpoints of multiple care team members, including nurses, medical support assistants, and other pain providers and stakeholders. There is very little research on pain care that incorporates the perspectives of these team members, and our study suggests that their experiences may be significantly impacted by chronic pain care and associated interventions. Unfortunately, we obtained only qualitative interview data for nonprovider participants; we did not survey them about their experiences. Future studies should employ mixed methods to assess the impact of chronic pain care and related interventions on various primary care team members.
It is also essential to evaluate patient perspectives more directly. Although there is existing research on patients' satisfaction with their pain care [15] [16] [17] [18] [19] [20] , there is less work demonstrating the impact of specific pain care interventions on the patient experience. Future program evaluation studies should incorporate patient experience assessment (for instance, through surveys, interviews, or focus groups). Future evaluation studies should also assess the impact of interventions like IPT on associated health outcomes, including pain severity, functionality, opioid use, and opioid abuse.
Currently, our quality improvement study team is undertaking research that examines some of these topics, including mixed-methods patient experience and health outcomes evaluations. However, there remains a need for further research evaluating specific pain care interventions like IPT and identifying the best practices that optimize their impact.
